On physical examination the right arm showed a complex resting tremor (Webster grade 2-3) with flapping flexion-extension at the wrist and elbow, and pronation-supination of the forearm. In our patient the first finger was beating against the thumb, though the classic "pill-rolling" movement of the thumb against the first finger, was absent (According to Denny-Brown2 these movements of our patient's first finger and thumb differentiate midbrain tremor from PD tremor). The tremor amplitude increased on stretching the arms out and performing the finger-nose test. With distraction, when the patient was at rest or lying on a bed the tremor sometimes disappeared. The right arm was hypokinetic (grade 1) and rigid (grade 2).
EMG showed regular 5 Hz bursts in the trapezius, supraspinatus and splenius capitis muscles, with the trapezius muscle constantly discharging 10 to 20 ms before the supraspinatus muscle. There were alternating 5 Hz bursts in the biceps and triceps muscles. CT head scan did not reveal any focal abnormalities.
The resting and action tremors were completely abolished by local intramuscular injection of 10-20 cc bupivacaineadrenaline solution into the supraspinatus and the adjacent part of the trapezius muscle. The effect on the tremor lasted for days to weeks, although it diminished after the first few days. The patient was treated 17 times with intervals of two weeks to three months. Unfortunately the 17th injection caused a troublesome pneumothorax, so that the patient refused further injections.
Although we do not have direct anatomical proof of a mesencephalic lesion in our patient, the clinical picture consisting of acute ipsilateral third nerve palsy and contralateral hemiparesis warrants a diagnosis of Benedikt's syndrome as a result of mesencephalic stroke. In these patients a so-called midbrain tremor, that is, combined resting, postural and intentional tremor, may develop.
Direct evidence that postural maintenance rather than rest was involved in our patient was provided by local intramuscular anaesthetic infiltration after which both action and resting tremor disappeared. Although we cannot explain why the beneficial effect was so long lasting, the effect itself is well known. According to Rondot,3 postural tremors may spread from one muscle to the other muscles of the limb. Intramuscular anaesthesia of the muscles in which the rhythmic activity originates stops the rhythmic phenomena in all muscles of the corresponding limb. This procedure was neither effective in suppressing the resting tremor in 3 of our PD patients with classic resting tremor, rigidity and hypokinesia at the injected side, nor in PD patients elsewhere, Rondot et at' and Rondot (personal communication).
Sabra and Hallett4 argued that in cases of severe tremor appearing on postural maintenance, Holmes' term "rubral tremor" should be avoided; "severe postural cerebellar tremor" is more appropriate because it is mainly the superior cerebellar peduncle which is involved. The most typical vascular form of this postural tremor is associated with a contralateral third nerve palsy.' Antagonist muscles in these patients showed Parkinson-like alternating activity. Both findings are also present in our patient. Although Sabra and Hallett mention only one of their 32 patients having a tremor at rest, our case suggests that postural tremor at rest may be part of such postural tremor.
We Figure 1 shows the preoperative trace of a normal five year old boy, with latency measured at 5 ms. Postoperatively his trace was that seen in figure 2. This shows an apparent latency of 2-6 ms with a normal appearance to the CMAP.
